Background and Objectives: Individual stressors of depressive symptoms in old age are well identified, yet little is known about the neighborhood stressors of depressive symptoms. Guided by the ecological extension of the Pearlin's Stress Process Model, this study explores the rural and urban differences in neighborhood stressors of depressive symptoms among older adults in China. Research Design and Methods: Data came from two waves of the China Health and Retirement Longitudinal Study, a nationally representative survey. The study included 6,548 older adults ages 60 and above in 2011, with follow-up in 2013. Predictors (individual and neighborhood characteristics) were drawn from the 2011 baseline, and outcome, depressive symptoms, was extracted from the 2013 wave. Results: Multilevel modeling results showed that after controlling for depressive symptoms at the baseline, symptoms decreased in neighborhoods where physical environment and social environment were better. Among rural respondents, neighborhood stressors stemmed mainly from the physical environment, whereas among urban residents, the stressors came from the social environment. Discussion and Implications: This study demonstrated and discussed the role that neighborhoods may play in reducing depressive symptoms in later life. Community organizers and policy makers are encouraged to ameliorate community environments to improve mental health among older adults in China.
Depression, one of the most common psychiatric disorders among older populations, causes emotional suffering (Lim et al., 2011; Prince, 2010) , reduces quality of life (Blazer, 2003; Geerlings, Beekman, Deeg, Twisk, & Van Tilburg, 2001) , and increases risk of suicide (Kaneko, Motohashi, Sasaki, & Yamaji, 2007) . Among other noncommunicable diseases, issues related to depression have only recently been given the attention it deserves in population-based research in low-and middle-income countries (LMIC). China is the largest LMIC country in the world. It faces a drastic growth of the aging population and a majority of these older Chinese live in rural areas.
In 2013, the number of people 60 and over surpassed 200 million, accounting for 14.8% of the total Chinese population (National Bureau of Statistics of China, 2014); another 100 million older adults will be added by the year 2025 (Fan, 2008; Wu et al., 2013) . Among older Chinese, an estimated 60% to 80% live in rural areas (China National Committee on Ageing, 2006; Cong & Silverstein, 2011) . The geographic distribution of China's The Gerontologist cite as : Gerontologist, 2018 , Vol. 58, No. 1, 68-78 doi:10.1093 Advance Access publication 9 May 2017 aging population renders more challenges in that China is not only aging at a rapid rate but that most of the increase is happening in the economically disadvantaged areas (Norstrand & Xu, 2012) .
Studies on depressive symptoms of the Chinese older adults have emerged since the 1980s; however, the prevalence of depressive symptoms among older populations in China was not consistently reported across studies. In general, the prevalence of depressive symptoms among Chinese older adults increased over the years. The meta-analysis of studies between 1980s to 1990s found low prevalence of only 3.86% (Chen, Copeland, & Wei, 1999) ; whereas, the meta-analysis of studies from 1987 to 2012 reported a pooled prevalence of 23.6% (Li, Xu, Nie, Zhang, & Wu, 2014) . The variations may be attributed to the reduced multigenerational household size, the weakened filial culture, the increased awareness of mental illness, and the existence of standardized diagnostic criteria (Lei, Sun, Strauss, Zhang, & Zhao, 2014; Li et al., 2014; Parker, Cheah, & Roy, 2001 ). More consistent findings were obtained from recent studies with nationally representative data: one population-based study reported a total prevalence of 39.86% (Yu, Li, Cuijpers, Wu, & Wu, 2012) and another study reported 22.31% for males and 37.60% for females (Chen & Mui, 2014) .
It is also noted that depression is much more severe among older adults in rural China. In comparison to the general aging population, the prevalence of depressive symptoms was found approximately 10% higher among rural older Chinese, 37% of whom (40 million) were left behind by the migrating adult generation from rural to urban for employment (He et al., 2016) . Urbanization and industrialization in China produced millions of lowincome, isolated left-behind older adults in rural areas. The city-centric focus of the policies and programs that promote age-friendly communities systematically ignored the challenges and experiences of older adults in rural environments (Wang, Gonzales, & Morrow-Howell, 2017) . As such, millions of older adults in rural areas are overlooked and are likely to be even further marginalized.
Conceptual Framework
Guided by the neighborhood stress process model (Aneshensel, 2010) , this study explores the neighborhood-level and individual-level antecedents of depressive symptoms for urban and rural Chinese older adults. The neighborhood stress process model is an ecological extension of the Pearlin's Stress Process Model (PSPM) (Pearlin, Menaghan, Liberman, & Mullan, 1981) . The original PSPM poses the stress process (exposure to stressors, personal coping resources, and mental health outcomes) and argues that stressors influence mental health outcomes directly (sources of stress) and indirectly (mediating resources) (Gilster, 2014; Pearlin et al., 1981) .
In addition to individual stressors, Aneshensal considers neighborhood-level factors as a social context of the stress process. On the individual-level, the PSPM suggests that disparities in social and economic statuses (SES) shape both the exposure to and consequence of mental health stressors. On the neighborhood-level, neighborhood stressors, such as low neighborhood SES, deterioration of the physical environment, unavailability of health-related care, lack of amenities promoting social and physical activity engagement, are positively related to depression and depressive symptoms (Kim, 2008; Mair, Diez Roux, & Galea, 2008) . The current study focused on the direct influences of neighborhood stressors on depressive symptoms among Chinese older adults. Due to the lack of measures on indirect stressors in the data set, the authors were not able to more fully test the influence of personal coping resources in the neighborhood stress process model.
Depressive Symptoms and Individual-Level Stressors
The risk factors of late-life depression identified in literature are mostly at the individual level. Previous studies show that depressive symptoms in older Chinese are significantly associated with general health during childhood, per capita expenditure, number of chronic health problems (Lei et al., 2014) , level of education, gender, and marital status (Li et al., 2014) .
Among the individual level stressors, standard of living and health status were identified as key factors associated with depressive symptoms in later life. For example, Su and colleagues (2012) found that improved self-perceived income alleviated the depressive symptoms among Chinese older adults. Li and colleagues (2011) found that the likelihood of being depressed for older adults with poor economic status was 17.69 times higher than those with good economic status. Health is another important predictor to depression in both Western and Eastern societies. In Europe, levels of health status were negatively associated with depression (Steca et al., 2013) and older adults with poor physical health and/or limited physical functioning (e.g., activity of daily living, instrumental activity of daily living) tended to be more likely to suffer from depressive symptoms (Aichberger et al., 2010) . Similarly, in Taiwan, older adults with greater perceived health stress or with worsened functional conditions were more likely to be depressed (Lue, Chen, & Wu, 2010) . This finding was also supported in Japan (Tanaka, Sasazawa, Suzuki, Nakazawa, & Koyama, 2011) and China (Li et al., 2011) .
Depressive Symptoms and Neighborhood-Level Stressors
As an important indicator of personal well-being, depressive symptoms are often examined with individual-level factors. However, getting older proposes a complicated blending of physiological, behavioral, social, and environmental changes that occur at both the individual level and at a broader level beyond the individual. Taking into consideration, the wider level of environment (e.g., neighborhood) in aging-related research is important in providing a sense of the "big picture" and in describing and explaining the complex blend of the individual and his or her neighborhood (Satariano, 2006, p.39) A burgeoning body of literature focuses on the effects of both neighborhoods physical and social environments on older individuals' health and mental health, including depressive symptoms. Neighborhood walkability was found as a significant predictor of depression among older male adults (Berke, Gottlieb, Moudon, & Larson, 2007) . Outdoor space in communities influenced individuals' health behaviors and social participation (Berke, Koepsell, Moudon, Hoskins, & Larson, 2007; Glicksman, Ring, Kleban, & Hoffman, 2013) , which in turn affected individuals' mental health. Neighborhoods with safety issues and lack of affordable public transportation may limit older adults' engagement in activities outside of their homes, which could lead to social isolation and mental health issues (Lehning, 2014; Mezuk & Rebok, 2008; Rantakokko et al., 2010) . Social environment factors, including social and health care services, access to sources of social support, opportunities for engagement in social-leisure activities (Lehning, Smith, & Dunkle, 2014) , and supportiveness of neighborhood environments (Sugiyama & Thompson, 2007) , have been associated with better well-being of older adults.
The Present Study
Increasing scholarly interest has led to an emerging body of knowledge about environment and health in later life. However, to date, the majority of knowledge about neighborhood-level determinants of health outcomes in later life among older adults was established through studies conducted in Western or developed countries; these relationships in developing or underdeveloped countries warrant attention, as well.
The present study aims to investigate the neighborhood stressors' influences on depressive symptoms among older Chinese with a focus on rural-urban differences, after accounting for the individual-level stressors. Specifically, the present study poses the following hypotheses:
Hypothesis 1
Individual stressors influence the depressive symptoms in later life. It is expected that (a) lower standard of living and (b) worse health status are associated with more depressive symptoms among Chinese older adults.
Hypothesis 2
Neighborhood stressors influence depressive symptoms in later life. It is expected that Chinese older adults living in neighborhoods with (a) more physical environment stressors and (b) more social environment stressors have more depressive symptoms.
Hypothesis 3
The relative importance of physical and social environment stressors in relation to depressive symptoms differs between urban and rural older adults in China. It is expected that social environment stressors have more impact on depressive symptoms among urban Chinese older adults, whereas physical environment stressors have more impact on depressive symptoms among rural Chinese older adults.
Using two waves of a nationally representative data in China, this study is one of the first studies that investigates with panel data the effects of neighborhood physical and social environments on depressive symptoms among Chinese older adults. This study extends previous work by (a) including important explanatory variables in both physical and social environments, (b) building a multilevel model of depressive symptoms that takes into account the nesting of older adults within neighborhoods, (c) establishing a longitudinal model with a 2-year time distance for the test of causality, and (d) exploring the differences in neighborhood features and their impacts on depressive symptoms among older adults in rural and urban China.
Methods

Data and Sample
Two waves (2011 and 2013) of the China Health and Retirement Longitudinal Survey (CHARLS) were used in this study. As modeled after the Health and Retirement Survey (HRS) in the United States, CHARLS collected health and retirement information from a nationally representative sample of Chinese residents ages 45 and older. A team of nearly 500 field interviewers was trained before working in the field to collect the data and the CAPI (ComputerAssisted Personal Interviewing) system was used to perform quality checks during the fieldwork (Zhao et al., 2013) . In the 2011 baseline, 17,705 individuals from 453 communities were interviewed, among which 15,770 (84.77%) were followed-up in the 2013 wave. Local community officials were interviewed by the field interviewers to respond to the community survey questions. Neighborhood-level data were only available in the baseline.
Using the cut-point of 60 years for "older adults" living in LMIC (United Nations, 2013), we restricted our sample to older adults who were ages 60 and above at the baseline and were interviewed in both waves, resulting in a study sample of 6,548 individuals residing in 447 communities.
Among the study sample, at the baseline, 5,047 (77.08%) lived in rural villages, 1,402 (21.41%) lived in urban communities, and 99 (1.51%) lived in combined urban-rural area. The combined urban-rural area was a product of China's rapid urbanization. These communities were usually located in the outskirts of an urban city and adjacent to rural towns and villages. The interviewees in the combined urban-rural communities were asked questions that were urban community only. For the purpose of making comparisons between the urban and rural communities, this paper included the six combined urban-rural communities to the category of "urban communities." Therefore, the sample for this study was 5,047 older individuals from 298 rural villages and 1,501 older adults from 149 urban communities.
In the present paper, we conceptualized communities in CHARLS as neighborhoods. In CHARLS, communities, as primary sampling units (PSUs), were referred to as administrative villages (cun) in rural areas and neighborhoods (shequ) in urban areas with at least one resident committee (juweihui). As for communities with very large populations (over 2,000 households), a geographic subset of the community was selected as the PSU. In the survey, interviewees were asked, "Is this office a community office or a village office?" The answer "community office" referred to a community in an urban setting; "village committee office" referred to a community in a rural setting; "both village committee office and community office" indicated a community in a combined urban-rural area. As most of the studies defined neighborhoods, the present study used administrative boundaries to characterize neighborhoods (Yen, Michael, & Perdue, 2009 ).
Measurement
Dependent Variable
Depressive symptoms in CHARLS were measured by a 10-item short form of the Center for Epidemiologic Studies Depression scale (CES-D 10) developed by Andresen, Malmgren, Carter, and Patrick (1994) . The CES-D 10 is a brief screening tool for depressive symptoms with satisfactory psychometric properties and construct validity (Chen & Mui, 2014; Cheng, Chan, & Fung, 2006) . Respondents were asked to indicate the frequency, from 1 (rarely or none of the time) to 4 (most or all the time), of mood and behavioral symptoms they have experienced during the previous week. Two positive worded items (happy and hopeful) were reverse-coded. A total possible score ranges from 10 to 40, with a higher CES-D score indicating a higher level of depressive symptoms (Cronbach's α = 0.79 standardized).
Individual-Level Stressors
Self-rated standard of living (SoL) was measured by the respondent's self reporting on his/her own standard of living. The question was a 5-point scale, ranging from 1 (poor) to 5 (very high). Higher scores indicate better subjective standard of living. Self-rated health was indicated from 1 (very poor) to 5 (very good). Many previous studies have used this item to assess health status and the measure shows good performance and good psychometric properties (Steca et al., 2013; Tanaka et al., 2011) . Other individual-level variables such as age, gender, educational level, and marital status were controlled for.
Neighborhood-Level Stressors
The CHARLS neighborhood survey covered a wide range of topics, including physical infrastructure and public facilities, population and labor, enterprises and wages, health and insurance, neighborhood/village history, and price level to policy parameters. The sources of the information included neighborhood/village officials and interviewer observation.
The neighborhood-level characteristics were identified and categorized through the WHO's Age-friendly communities framework (WHO, 2007) . With the aim of "optimizing opportunities for health, participation and security" and "enhanc[ing] quality of life as people age," the WHO's initiative identified eight domains of a community that must demonstrate age-friendly characteristics: (a) outdoor spaces and buildings, (b) transportation, (c) housing, (d) social participation, (e) respect and social inclusion, (f) civic participation and employment, (g) communication and information, and (h) community support and health services. Similar to many community and neighborhood assessment instruments (Dellamora et al., 2015) , the CHARLS neighborhood survey did not capture all the eight domains. Certain domains were completely missed (e.g., respect and inclusion) and certain domains were heavily weighed over others (e.g., outdoor spaces and buildings) .
Physical Environment Stressors
Three aspects of the physical environment were examined: outdoor space and buildings, transportation, and housing. Outdoor space and buildings was measured by the type of roads (1 = paved; 0 = nonpaved), the number of days roads were not passable last year (0-366 days), whether the community has public restrooms (1 = yes), the tidiness of the roads (1 "very poor" to 7 "very good"), and handicapped access to buildings in neighborhood (1 "very poor" to 7 "very good"). Transportation was measured by the number of bus lines accessible in the neighborhood (0-32 lines) and the distance to the most frequently used bus stops (0-100 km). Housing was measured by whether the neighborhood has a sewer system (1 = yes), waste management (1 = yes), and indoor toilets (1 = yes), as well as the number of days with electricity (0-366 days).
Social Environment Stressors
Two aspects of social environment were investigated: community support and health services, and neighborhood social economic status (SES). Community support and health services were measured by amenities (e.g., post office, library, police station, bank, theatre, convenience store, farmers' market, supermarket) in neighborhoods (0-8), outdoor exercise facilities (1 = yes), the number of social organizations (e.g., organization for the elderly adults and handicapped, activity center, and elderly association; ranging from 0 to 3), health centers (1 = yes), and health posts (1 = yes). Neighborhood SES was measured on a 7-point scale, where 1 indicated "poor" and 7 "rich."
Analyses
An overall univariate analysis and a series of bivariate analyses (t tests and chi-square analyses) were conducted to test differences in individual characteristics and environmental features between rural and urban areas. Further, twolevel hierarchical linear regression models (HLM) were performed to correct the cluster effects of the neighborhood on depressive symptoms of older adults (Snijders & Bosker, 2012) . The intraclass correlation coefficient (ICC) for depressive symptoms in this study was 0.09, indicating that a moderate amount of the variability (Hox, 2010) of depression was accounted for by interneighborhood differences. The use of HLM accounts for the within-neighborhood clustering effects so the estimates are unbiased (Luke, 2004) .
We followed the general approach by Luke (2004) to build the HLM models. First, a null model was fit to determine the extent to which individual's depressive symptoms were determined by neighborhood-level factors. We found nine percent of variance in depressive symptoms (ICC = 0.09) could be attributed to the neighborhood level. A base model (Model 1) only included individual-level stressors and then subsequent models were built by adding physical environment stressors (Model 2) and social environment stressors (Model 3). To investigate the differences in determinants of depression by region, we present the findings by rural (Model 4a) and urban (Model 4b) samples. To draw a clear time order, we regressed the 2013 outcome (CES-D) on individual-and neighborhood-level stressors in 2011, when the baseline CES-D score was controlled in the models. Maximum likelihood estimation was used for each model to ensure the comparability between different models through fit indices (e.g., Akaike information criterion [AIC] and Bayesian information criterion [BIC]) (Luke, 2004) . We followed the recommendation by Enders and Tofighi (2007) to use grand mean centering to discern the effects of neighborhood stressors on depressive symptoms while controlling the effects of individual-level factors. The above analyses were also compared to the results if allowing slopes to be random and the results (not shown) suggested that adding random slopes did not improve the model. Therefore, the models presented in this study were random-intercept models to ensure the model parsimony. All the analyses were conducted using SAS 9.4 (SAS Institute, Cary, NC). Table 1 features descriptive statistics on sample characteristics. The average age of the participants was 68.50 years old, close to half of the participants (49.65%) were women and most were married (77.86%). About one-third of the participants (30.50%) had education of middle school and above. The average self-rated standard of living was 2.47, indicating that on average older Chinese rated their living standard between poor and fair. Older Chinese's average rating of health status was 2.99, indicating fair. The average CES-D score did not change much: 18.50 at baseline and 18.02 at follow-up. Bivariate results showed that urban respondents were older, with a higher percentage of females, with higher educational levels, higher self-rated standards of living, better self-rated health statuses, and lower CES-D scores in both waves. Table 2 presents the neighborhood characteristics and the differences of physical and social environments between urban and rural areas. The outdoor spaces and building in the dimension of physical environment showed that around 66% of neighborhoods had paved road, only onethird (36%) had public restrooms, and handicapped access was lower in Chinese neighborhoods. The overall status of housing facilities showed that about one-third of neighborhoods had sewer systems, around half had managed waste systems, and only 40% had indoor toilets. However, the physical environment varied a great deal between rural and urban areas. Compared to rural neighborhoods, those in urban areas had improved outdoor spaces and facilities (e.g., higher coverage of paved roads, more access to public restrooms and handicapped spaces), convenient transportation (e.g., more bus routes and shorter distance between bus stops), and universal housing facilities such as sewer and waste management systems. Stark differences can be found in physical environments between urban and rural neighborhoods.
Results
Findings of Univariate and Bivariate Analyses
As for the dimension of social environments, around half of neighborhoods had access to social resources (e.g., neighborhood organization, activity center, or senior association) but only around 10% of neighborhoods had access to health resources. Similarly, social environments also differed significantly between rural and urban areas. Urban neighborhoods, for example, had higher numbers of public amenities and better access to exercise facilities, social resources, and health resources. Further, compared to rural neighborhoods, urban neighborhoods had higher scores in neighborhood SES. These significant differences in physical and social environments between urban and rural areas provide a sound rationale for this study to stratify further the multilevel analyses by rural and urban samples.
Findings of Multilevel Models
Multilevel Models With Entire Sample
The multilevel results with the full sample showed that several individual-level stressors were associated with depressive symptoms (Model 1), including education level (b = −0.78, SE = 0.18), standard of living (b = −0.71, SE = 0.11), and self-rated health (b = −0.75, SE = 0.10; Table 3 ). Older adults with lower educational levels, lower level of standard of living, and worse self-rated health tended to have more depressive symptoms. Other individual-level characteristics such as age, gender, and marital status were not associated with depressive symptoms.
Model 2 added the physical environment stressors and the results showed that several physical environment stressors on the neighborhood-level were associated with older adults' depressive symptoms. In the domain of outdoor space and buildings, the number of days when roads were not passable (b = 0.003, SE = 0.001) was positively associated with depressive symptoms. In the domain of transportation, the distance to the most frequently used bus stop (b = 0.02, SE = 0.01) was also positively associated with depressive symptoms. In the domain of housing, having a sewer system (b = −0.64, SE = 0.28) and more days with electricity (b = −0.01, SE = 0.004) decreased older adults' depressive symptom scores. Social environment stressors were added to the final model (Model 3). Results showed that several individual stressors (e.g., education, standard of living, and health) and physical environment stressors (e.g., number of days when roads were not passable, distance to bus stop, and having sewer system) remained significant associations with depressive symptoms. As for the social environment, having outdoor exercise facilities (b = −0.55, SE = 0.27) and having a health center in the community (b = −0.79, SE = 0.31) decreased depressive symptoms among older residents. The model fits (i.e., AIC and BIC) showed that the model was improved incrementally when individual and community stressors were added.
Multilevel Models With Rural and Urban Samples
The study sample was then stratified to explore rural and urban differences. For older adults who lived in rural neighborhoods (Model 4a), individual stressors (e.g., education, standard of living, and self-rated health status) were found significantly associated with depressive symptoms. In the dimension of the physical environment, the number of days when roads were not passable (b = 0.003, SE = 0.001), the distance to bus stops (b = 0.03, SE = 0.01), and having sewer systems (b = −0.76, SE = 0.39) were significant factors associated with depressive symptoms. In the dimension of the social environment, having outdoor exercise facilities (b = −0.93, SE = 0.38) was related to lower depressive symptoms.
For older adults living in urban neighborhoods, gender and self-rated health status were associated with depressive symptoms. The neighborhood-level stressors, however, had less influence on older adults' depressive symptoms. Only one neighborhood-level stressor, having a health center (b = −0.82, SE = 0.36) in the social environment dimension, was related to lower depressive symptoms. No neighborhood-level physical features were associated with depressive symptoms among older urban residents.
Discussion
By using two-waves of panel data and multilevel regression models, this study identified important neighborhood-level stressors that influence depressive symptoms among older Chinese and documented different effects of neighborhoodlevel factors for rural and urban older adults. Findings of this study supported the hypothesis that standard of living and health status are important individual-level characteristics, the lack of which could contribute to later life depressive symptoms among older Chinese. The findings also supported the hypothesis regarding neighborhoodlevel stressors. Both physical and social environmental factors, including features in the domains of outdoor space, transportation, housing, and community support and health services, were significantly associated with depressive symptoms among older Chinese. While variables measuring indirect stressors (e.g., coping resources) were not available in the data, the present study was only able to test the effects of direct stressors on depressive symptoms. The findings supported the direct-stressor aspect of the neighborhood stress process model and confirmed the importance of understanding older people's mental health with the person-in-environment perspective. Specifically, the significant predictors of depressive symptoms on the neighborhood level included the number of days roads were not passable, the distance to bus stop, having sewer system, having outdoor exercise facilities, and having a health center in the neighborhood. The findings were consistent with other studies where neighborhood walkability , transportation difficulty (Park et al., 2010) , housing condition (Park & Lee, 2016) , and neighborhood resources availability (Liu, Li, Zhang, & Xu, 2016) were found as significant determinants of mental health among older adults.
Older Chinese living in the rural areas experienced greater depressive symptoms than those living in the urban areas and the findings confirmed the hypothesis that physical environment stressors related to depressive symptoms more among rural Chinese older adults, whereas social environment stressors related to depressive symptoms more among urban Chinese older adults. In rural areas, the lagging socioeconomic development was most noticeably embodied in the poor, deficient housing and village infrastructure. The ongoing exposure to these conditions may increase the likelihood of experiencing environmental hazards, daily stress, hardship, and demand (Li, Liu, Zhang, & Xu, 2015; McEwen & Gianaros, 2010) , leading to adverse negative emotions such as feeling powerless and hopeless about the future (Hill & Maimon, 2013) , and other multiple health consequences (Glicksman et al., 2013; Rantakokko et al., 2010) . In urban areas, however, physical environment did not appear significant. This may be due to the fact that there was not much variance on the physical environment characteristics, especially basic housing and infrastructure among neighborhoods in urban China. Only one socialenvironmental characteristic mattered for the urban older adults-having a health center within the neighborhood. This finding is consistent with a study in the metropolitan city of Hong Kong (Chen et al., 2016) , where proximity to medical facilities was found as a protective factor against depressive symptoms among older adults.
The rural and urban comparative analyses confirmed that communities in urban China were more developed, better managed, and better infrastructured than villages in rural China. The stark gap in basic housing conditions, outdoor space, transportation, and social/health services between rural and urban communities is concerning for millions of older adults aging in rural China. Policy makers are urged to develop programs and provide services that emphasize improving neighborhoods' physical environment for rural older Chinese. For example, government should increase budget and allocate more financial resources to improve the environment of the villages, with a current focus on the basic living conditions (e.g., sewer system) and neighborhood infrastructure (e.g., road condition, public transportation). Given the higher levels of depressive symptoms in rural areas, developing support programs to reach lonely or isolated older adults as well as community-based social services at convenient venues is essential. For older adults in urban neighborhoods, among a variety of neighborhood amenities and services, only proximity to health center influenced depressive symptoms. Health centers within walking distance in the neighborhood help alleviate the stress associated with physical illnesses in case of emergency. This finding suggested that efforts be made to reduce the barriers in accessibility to health care and medical facilities for older urban residents. In addition, a need in the professional workforce for an aging society surfaced, suggesting that China prepare professional clinicians, health care providers, and gerontological social workers to provide quality services to older adults.
Several limitations of this study should be noted. First, the neighborhoods of older adults' residences in the second wave were not updated because of the unavailability of the neighborhood-level data in that wave, preventing the control of the effect of changes in neighborhoods in the analyses. A relocation measure, however, was identified in the second wave of CHARLS, showing that 9.8% of the study sample relocated between two waves. However, little could be determined about the relocation dynamics (e.g., rural-to-urban or urban-to-rural migration). A sensitivity analysis revealed that the results were consistent with and without relocated samples. Second, the current study categorized the respondents and neighborhoods into rural and urban without taking into consideration the regional variation in socioeconomic development. The large economic inequality was found attributable not only to the rural-urban divide, but also the regional/provincial variation (Xie & Zhou, 2014) . Third, the measures of the neighborhood-level characteristics may not have fully captured the environmental stressors or supportiveness. The current measures did not assess the quality, affordability, accessibility, or utilization of neighborhood resources. For instance, the survey measured whether or not the neighborhood had a health center but did not capture the services available there. Furthermore, questions about neighborhoods were asked to and answered by the local village or neighborhood workers. The data would be more accurate and valid if older residents themselves were asked to respond to the questions. Lastly, the extend of the data collection and the number of people involved across a wide geographical area could threaten the inter-rater reliability. Although data collection quality was closely monitored, the information about the inter-rater reliability was not available.
The present study contributes to the existing literature by highlighting the disparities among older adults in urban and rural China. Depression levels and environmental characteristics vary significantly, with rural older adults being in disadvantaged situations. Further, this study documents the negative effects of neighborhood conditions on the mental health of older adults, especially in rural areas. Findings should be used to advocate for increased infrastructure development as well as social and health care programming in rural areas.
